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Auxiliary Firefighter
Full name:_______________________________________________________________________________

Present Address:_________________________________________________________________________
How long? __________

Telephone 
Home:____________________________  Cell:____________________________ 

Email:______________________________________________________________________
Date of birth:_____________________
Education

Name of High School: ____________________________________________________________
Graduated:   YES      NO  Year:___________
Advanced Education:______________________________________________________________
List Firefighting Training and/or experience:

 __________________________________________________________________________________
Do you have any health or physical conditions that may impair your ability to carry out 
the requirements of performing firefighting duties?   YES      NO
If yes, please explain:____________________________________________________________________
Can you leave your place of employment to respond to fire calls day and night?   YES      NO
Will your employer give you written permission to do so?   YES      NO
Name and place of employment:_________________________________________________________
Do you have transportation for responding to the fire station?   YES      NO
Do you have a valid Wisconsin Drivers License?   YES      NO

License number:__________________________________________________
Social security number:___________________________________________

The Department holds meetings and practices on Monday nights. Will that interfere with
your schedule?   YES      NO
Are you willing to take 120 hours of classroom instruction required by the State of Wisconsin,
paid for by the Fire District, to complete the firefighter Entry Level requirement?   YES      NO
If you have facial hair that could interfere with the wearing of a self-contained breathing
apparatus, would you be willing to shave?   YES      NO
Do we have your permission to obtain a background check on you?   YES      NO
References (no family members please!)
Name:        Phone number:
_________________________________________________________________________________________
_________________________________________________________________________________________
I certify that the facts contained in this application are true and complete to the best of my
knowledge and understand that, if employed, falsified statements on the application shall be
grounds for dismissal.

Signature:________________________________________ Date:______________________________ 
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